SUMMARY Eleven consecutive patients with tumours involving the lower eyelid margin were treated with margin-including full-thickness excision of the eyelid and suturing of bleeding vessels as the sole primary surgical procedure, needing less than 10 minutes. The resulting defects of 2/5 to 7/8 of the horizontal extent of the eyelid and varying in height from 4 to 7 mm were allowed to heal spontaneously. In all the 11 patients the wounds healed, without ocular or palpebral complications in about 6 weeks and underwent further cosmetic improvement for the ensuing 6-8 weeks. Cosmetic results were excellent in 8 patients with excisions of 2/5 to i of the eyelid. All procedures including the secondary reconstructions were carried out on day-case basis under local anaesthesia. Histology confirmed complete tumour clearance in all the patients. Apart from being the first report of a planned study of spontaneous repair of full-thickness surgical wounds of the lower eyelid this study shows that the conventional method of dressing such wounds can be replaced by the less expensive and convenient 'dressing' of a cartella shield with an improvised central hole.
In the surgical management of tumours involving the lower eyelid full-thickness excision of an appropriate portion of the eyelid is necessary if the malignancy involves or is likely to involve the eyelid margin. After such margin-including excisions immediate surgical reconstruction has been assumed to be mandatory. If the defect is less than one-third of the horizontal span of the eyelid, it is customary to repair it with direct multilayer suturing. For larger defects a multitude of techniques of varying complexities have been advocated. It may be neither possible nor desirable to implement immediate reconstructive surgery in some patients for reasons of health or other considerations. In 2 such patients of mine full-thickness excision of the medial half of the lower eyelid was left to heal spontaneously. The extremely satisfactory results obtained in these 2 patients-one reported previously'-prompted this study.
Patients and methods
Eleven consecutive patients with tumours at or near the lower eyelid margin are included in this study. Of these, 8 patients had the tumour confined only to the lower eyelid. Of the remaining 3 patients, Correspondence to H. K. Mehta, FRCS, Derwen Deg, Bangor, Gwynedd, Wales.
in addition to involvement of the eyelid margin 1 patient had minimal extension of the tumour just medial to the lacrimal punctum; 1 had progressive extension of the tumour for 15 years to involve 2 cm of the infrapalpebral and inner canthal tissues; and 1 patient had a slowly progressive rodent ulcer for 35 years. It occupied 7/8 of the horizontal extent of the eyelid and extended beyond the lower orbital margin. In this patient and another with a suspected rodent ulcer a frozen section biopsy was performed prior to undertaking radical excision.
At the initial consultation all patients were offered the choice of having a simple excision that was to be allowed to heal spontaneously or of undergoing primary reconstructive surgery. It was explained to them that there was insufficient published evidence of the results of spontaneous healing, but my own limited experience tended to suggest that acceptable results were likely to ensue. They were also reassured that, if the final result of natural healing was unacceptable, secondary reconstruction(s) would be possible. The patients were given adequate explanation of the commoner methods of full-thickness lower-eyelid reconstruction. They all opted to undergo simple excision with natural healing as the initial management. Two patients were below the age of 50, the oldest patient was 93, and the average age was 65 years. The follow-up ranged between 30 months and 3 months, with an average observation of 10-7 months. All excised lesions were examined histologically for confirmation of diagnosis and tumour clearance.
Apart from cauterisation and ligation of bleeding vessels the excision was the sole primary surgical procedure in these patients. Full-thicknessexcision of the lower eyelid including the lid margin was carried out in all the 11 patients (Tables 1 and 2 ). The minimum excision was of 2/5 of the horizontal span of the eyelid, and the maximum excision involved the entire lower eyelid except for a stump of about 1 mm at each canthus. The vertical extent of the excision measured from the lid margin was 4 mm in 2 patients and 5 mm or more in 9 patients.
In 5 patients the medial half of the eyelid was excised. Of these, 3 excisions were confined only to the eyelid; one additionally included the neighbouring centimetre of inner canthus; and one also involved the adjacent 25 x 20 mm of infrapalpebral and inner canthal skin and orbicularis. In the remaining 6 patients the tumours involved the intercanthal portion of the lid margin. Of these, 5 excisions were confined only to the eyelid, and 1 excision included almost the entire lower lid together with 2 cm of infrapalpebral skin and orbicularis. Of the 5 purely intercanthal excisions 2 were of the central half of the eyelid, 1 of the central two-thirds of the lid, and 2 were of temporal offcentre two-fifths of the eyelid. None of the tumours needed excision that reached the outer canthus itself.
SURGICAL TECHNIQUE AND GENERAL MANAGEMENT
All the excisions were carried out under local anaesthesia with lignocaine 2% and bupivacaine 05% with adrenaline (Marcain)-the latter to 
Results
Of the 11 lesions submitted for histology 8 
